. Success has only been achieved with a very generous posterior graft (Fig 2) fixed to the infraspinatus fossa with capsule intervening between the humeral head and the graft. Surprisingly enough, no limitation of shoulder movement has resulted and this operation has been completely successful in 2 cases of this rather rare but very intractable type of posterior dislocation. Occasionally one is confronted with an X-ray of a shoulder-joint in an active person with a fracture-dislocation of such gross comminution and deformity that one wonders what is the best thing to do (Fig 1) . This is a rare injury and during the last five years I have treated 7 patients by open reduction and internal fixation. The fixation was achieved in 2 patients by insertion of a Rush nail and acrylic cement (Fig 2) , and in the remaining 5 patients with staples ( Fig 3) .
There is often considerable difficulty in interpreting the X-rays and deciding on the degree of comminution as well as the position of the fractured fragments and humeral head. To overcome this I have devised a method of tracing the X-rays on to plain paper and then colouring the humeral head and shaft of the humerus in two different colours. The usual pattern is of a humeral head that is either partially or totally dislocated out of the glenoid fossa as well as a comminuted fracture of the surgical neck of the humerus and greater tuberosity. There is sometimes a segmental fracture of the humeral head and in 3 patients the segments were loose. When the loose fragments were less than one-third of the head they were removed, but in 1 patient the whole head was reinserted as an autograft after gouging out the cancellous bone. The humeral head is sometimes rotated through 180 degrees and it then becomes very difficult to reduce. I have excluded all fracture-dislocations occurring in the inactive and elderly when the injury is 'Requests for reprints may be sent to: 9 Town Close Road, Norwich, Norfolk slight and the bones are osteoporotic. These are not uncommon and are best treated conservatively. The ages of the 7 patients described in this paper ranged from 4 to 66. The injuries were caused by considerable force and six of them occurred in road traffic accidents. The shoulder was swollen and tense and all movements painful, but the clinical picture often looked less serious than the situation indicated by the X-rays. One patient did not seek medical advice for three days and another would not believe that he had broken his shoulder until shown the X-rays. In no case was there any neurovascular damage or damage to other bones '~~ At operation the shoulder-joint was approached by an anterior incision in the deltopectoral groove and some of the clavicular origin of the deltoid muscle was divided. In one patient the coracoid process had also been fractured which made exposure easier. The long head of biceps was ruptured in 2 cases and in all other patients it was found necessary eventually to divide and excise the long head of biceps to achieve reduction. The rotator cuff always had fragments of bone attached to it and this was replaced by a staple as near the original anatomical position as possible. The subscapularis muscle is less vulnerable and usually has some fibres intact. An attempt was made in all patients to reduce the fracturedislocation by closed methods but on no occasion was it successful and in one positively dangerous.
Postoperative treatment consisted of immobilization in a body bandage for two weeks, followed by active movements and physiotherapy. Six cases regained between 40% and 100% scapulohumeral movements with at least 90 degrees abduction and 50 % rotational movements. So far none has developed avascular necrosis.
Mr J W Myles (Peterborough District Hospital)
Manipulative Reduction of Fracturedislocation of the Shoulder Treatment of fracture-dislocation of the shoulder by operation is difficult, and although good function sometimes follows, the results are unpredictable. Accurate reduction by manipulation offers a good prospect of restoring normal function, but unfortunately has the reputation of being very difficult. For this reason serious attempts to restore normal anatomy by closed manipulation are not always made. The following 2 cases demonstrate that careful manipulation can restore near-normal radiological appearances and lead to the ultimate return of full function. In both cases the final function was recorded on cine film and the difference in the movements between the normal and injured shoulders was so slight that the injured side had to be marked with a skin pencil.
The manipulation used in both cases consisted of gentle steady traction applied by an assistant to the extended arm with the shoulder abducted about 15 degrees. The surgeon then pushed the dislocated humeral head laterally and proximally 
